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SUMMARY
Deliberate self-poisoning presenting at Craigavon Area Hospital was compared
in theyears 1976 and 1986. A declinein the useofbenzodiazepines and increase
inotheragents, notablyparacetamol, isreported. Alcoholisfrequently associated
with deliberate self-poisoning, while severe mental illness is less common.
Diagnostic practice may have effects on bed occupancy in this group.
INTRODUCTION
Deliberate self-poisoning is one of the largest public health problems of our age.'
It is a source ofconsiderable morbidity and mortality as well as consuming scarce
medical resources. Environmental and cultural factors are known to influence
the rate of self-poisoning.2 For this reason it may be advantageous to study the
problem in a relatively stable population over time.
We wished to see if there had been a change in demographic characteristics and
psychiatric diagnosis in this condition over a decade. This is important at both
national and local level to ensure adequate planning of resources. Local studies
may show differences in the incidence or characteristics of deliberate self-
poisoning which increase our knowledge of its causes. The types of drug used by
these patients change, depending on their availability by prescription or direct
sale from the dispensing chemist. Changes in drugs used can have a profound
effect on mortality, as has been seen with the barbiturates.
METHODS
Craigavon Area Hospital is a district general hospital serving three district council
areas of total population 150,000. There are several towns with a large rural
hinterland. No other hospital deals with self-poisoning for this area. It is usual for
cases ofself-poisoning to be referred to hospital because ofdifficulty in ascertain -
ing the quantity of drug taken. All cases are seen in the casualty department and
most remain overnight for observation. The more severe cases of poisoning may
require transfer to a medical or intensive care unit.
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All casualty records for the years 1976 and 1986 were retrospectively surveyed.
Cases of deliberate self-poisoning were identified and all relevant medical and
psychiatric notes obtained. Deliberate self poisoning was defined as a deliberate
non-fatal drug overdose in the knowledge that it would be potentially harmful
and that the amount taken was excessive. Demographic and clinical data were
recorded, including drugs taken, clinical diagnosis and outcome. Data was
analysed using the SPSS computer package and chi-squared test was used for
comparison between years.
RESULTS
Demographic data
There were 265 recorded episodes of deliberate self-poisoning in 1976
(1-82/1000 of population) compared to 228 in 1986 (1-42/1000). Other data
(unpublished) suggests that self-poisoning increased after 1976 and declined in
the mid-1980's in the area served by this hospital. Deliberate self-poisoning was
most common in the 30- 39 year age group in 1976 but in the 10- 19 year age
group in 1986. (Figure). The sex distribution was unchanged, remaining at
female/male = 1 -5/1 in both years.
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Figure. Age distribution of cases of deliberate self-poisoning treated at Craigavon Area Hospital in
1976 (265 cases) and 1986 (228 cases).
Drug and alcohol use
We do not consider excessive intoxication with alcohol alone as a form of
deliberate self-poisoning, as its motivation is different in the majority of cases.
Alcohol was taken (with another drug) in 36% ofepisodes classified as deliberate
self-poisoning in 1976, and in 38% in 1986. It remains an important association
and may be the main cause in many cases.3
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The drugs used for deliberate self-poisoning are shown in Table 1. Benzodiaze-
pines alone were commonly used both in 1976 and 1986, but declined markedly
from 40-8% of all episodes in 1976 to 26-8% in 1986 (X2=4-38, p < 0-05).
The number of episodes in which benzodiazepines were used (alone or in comb-
ination with other drugs) fell from 155 in 1976 to 97 in 1986 (X2=4 07,
p< 0-05). This fall in benzodiazepine use occurred both in those above and
below thirty years of age.
Paracetamol alone was used in 0-8% of episodes in 1976 and 9-2% in 1986.
This increase is also significant (X2 = 7.43, p < 0-01). The use ofparacetamol in
combination with other drugs was also greater in 1986 than in 1976. There was
an increase in anti-inflammatory drug use in 1986, and drug combinations in
overdose were seen more often in 1986 (35-9%) than in 1976 (22-6%).
TABLE I
Drugs used for deliberate self-poisoning (%)
1976 1986
n=265 n=228
Benzodiazepines 108 (40-8%) 61 (26-8%)
Paracetamol 2 ( 0-8%) 21 ( 9-2%)
Aspirin 17 ( 6-4%) 9 ( 3-9%)
Neuroleptics 5 ( 1-9%) 2 ( 0-9%)
Anti-depressants 17 ( 6-4%) 9 ( 3-9%)
Anti-convulsants 5 ( 1-9%) 3 ( 1-3%)
Anti-inflammatory 2 ( 0-8%) 12 ( 5-3%)
Combination, without psychotropic drugs 7 ( 2-6%) 32 (14-0%)
Combination, with psychotropic drugs 53 (20-9%) 50 (21 -9%)
Unknown, others 49 (18-4%) 29 (12-8%)
Diagnosis
Case note diagnosis for the deliberate self-poisoning patients is shown in Table II.
Situational disturbance refers to a short period of distress related to a specific
stress, reactive depression refers to a more prolonged episode of low mood with
characteristic clinical features which often requires intervention. Situational
disturbance was diagnosed more often in 1986 than in 1976 (X2 = 11-5,
p =0-0007). It is likely that situational disturbance in 1986 included some
patients who would have been diagnosed as reactive depression in 1976.
Alcoholism and situational disturbance account for the majority of cases of
deliberate self-poisoning. Severe mental illness such as schizophrenia and
endogenous depression account for a small but steady proportion. There was no
significant difference between these disorders in 1976 and 1986.
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TABLE II
Diagnosis ofdeliberate self-poisoning patients (%)
1976 1986
n=265 n=228
Situational reaction 78 (29-4%) 107 (46- 9%)
Reactive depression/neuroses 66 (24-9%) 26 (11 -8%)
Personality disorder 18 ( 6-8%) 18 ( 7-9%)
Alcoholism 61 (23-0%) 30 (13-2%)
Benzodiazepine dependence 2 ( 0-8%) 3 ( 1 -3%)
Other drug abuse/dependence 3 ( 1-1%) 1 ( 0-4%)
Schizophrenia 2 ( 0-8%) 5 ( 2-2%)
Endogenous depression 15 ( 5-7%) 7 ( 3-1 %)
Mental handicap 0 ( 0-0%) 3 ( 1-3%)
Unknown 20 ( 7-5%) 28 (11 -9%)
Assessment and outcome
79-5% of our patients were referred to psychiatric services in 1976 and 71 % in
1986 (Table III). There was a significant (X2 =7 -2, p =0-007) decrease in those
referred in 1986 which may be related to improved assessment by staff in
the Accident and Emergency department. Some patients left before psychiatric
assessment was possible (1976 = 5%, 1986 = 9%). These figures are lower than
in other studies4,5 and may reflect the ease with which assessments can be
obtained in this hospital.
TABLE Ill
Assessment by psychiatrist (%)
1976 1986
n=265 n=228
Seen by psychiatrist 211 (79-5%) 162 (71 -0%)
Not referred 16 ( 6-0%) 36 (16-0%)
No data 25 ( 9-5%) 9 ( 4-0%)
Left before assessment 13 ( 5-0%) 21 ( 9-0%)
The outcome of the patients in this study is shown in Table IV. The most notice -
able feature is the much lower admission to the psychiatric unit in 1986 which
must reflect change in diagnostic practice, as noted above. This was statistically
highly significant (X2=14-3, p=0-0002). Correspondingly there was an
increase in those discharged with no follow -up and those requested to attend
out -patient clinics. At least one-third of patients failed to attend out -patient
appointments in both years.
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TABLE IV
Outcome ofpatients (%)
1976 1986
n=265 n=228
Discharged/no follow-up 46 (17-4%) 86 (35-5%)
Out-patients 43 (16-2%) 48 (21-1%)
Admitted to psychiatric unit 120 (45-3%) 36 (15-8%)
Left contrary to advice
(before or after assessment) 31 (11 - 7%) 50 (22-0%)
Unknown 25 ( 9-4%) 8 ( 3-5%)
DISCUSSION
The purpose of this study was to review the demographic characteristics, clinical
diagnosis and outcome of patients who self-poison within a specific catchment
area. The reasons for this are to be aware of change in drug use, the frequency
and type of psychiatric disorder diagnosed, and the resources taken up by this
activity. Most studies are from large urban centres and their findings may not
apply to rural areas. The major limitation ofthis study is the retrospective inform-
ation collection. Despite this, good clinical notes enabled accurate demographic
and drug data to be collected in over 90% of cases. Even prospective studies, in
this group of patients, have 20% of patients lost to follow -up.6
There was a marked decline in the use of benzodiazepines for deliberate self-
poisoning. This has been noted to a lesser degree in some,7 but not in all,8 recent
studiesofsimilar nature. The most obvious reason is thedocumented reduction in
benzodiazepine prescribing 9 following on from fears of dependency.'0 Although
starting from a low baseline compared with similar studies,11 the increase in
paracetamol poisoning is worrying. This is occurring later than in other UK
centres. Paracetamol is toxic and is likely to produce fatalities if not treated
promptly. The inverse relationship between benzodiazepine and paracetamol
poisoning is disturbing, though no causal connection can be attributed on this
evidence. An increased use of non -steroidal anti-inflammatory drugs for self-
poisoning occurred and has been observed in other centres.12
Alcohol is frequently related to deliberate self-poisoning. Our results are similar
to other studies "l, 13 in this respect. It is likely that alcohol acts as a disinhibiting
agent in many cases where self-poisoning would not otherwise occur. The
correlation between increase in self-poisoning and relaxation of licensing laws
strengthens this association.3
Our patients were younger in 1986 than in 1976. This has been seen in other
centres and is reflected in the peak age ofself -poisoning between samples in the
1970s14, 15 and 1980s.5 16 There is evidence that this trend may bechanging with
a decline in self-poisoning particularly in young females.I7 The female/male sex
ratio was 2/1 in early studies.3 Our ratio of 1-5/1 is similar to more recent
reports.4 It has been noted that the trend is toward unity8 (for unknown reasons),
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and a similar trend has been reported from another study in N. Ireland.5 Retro-
spective diagnosis in these patients is particularly difficult as mental state can
change rapidly in the hours/days after admission. Diagnoses were based on
clinical interviews carried out by several psychiatrists. No standardised diagnostic
criteria were used. The aim was to study clinical practice only, and significant
findings were observed. More patients were diagnosed as having transient
situational disturbance as against reactive depression/neurosis in 1986, and this
diagnostic change was reflected in service utilization, particularly in decreased
psychiatric admissions. This change may represent improved psychiatric training
with greater confidence in diagnosing minordisorderswithout resortingtohospital
admission for assessment.
Despite retrospective diagnosis, this study isatypical in regard tothe largenumber
of patients seen by a psychiatrist, so that a psychiatric diagnosis was frequently
available. Most of our patients have no major mental illness though a few suffer
from severe depressive illness or psychosis. It is reassuring, given the diagnostic
problems, that this agrees with previously published work.18 19 The years 1976
and 1986 were chosen to allow time for demographic trends in deliberate self-
poisoning to become evident. This data will also act as a baseline for further
assessments to be carried out at 5-yearly intervals.
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